Perception and attitude of healthcare workers towards the use of a female condom in Gaborone, Botswana  by Mashanda-Tafaune, B. & Monareng, L.V.
ww.sciencedirect.com
h e a l t h s a g e s ondh e i d 2 1 ( 2 0 1 6 ) 1 6 2e1 7 0Available online at wScienceDirect
journal homepage: ht tp: / /ees.e lsevier .com/hsag/defaul t .aspSpecial Issue: Topic 1Perception and attitude of healthcare workers
towards the use of a female condom in Gaborone,
BotswanaB. Mashanda-Tafaune, L.V. Monareng*
Department of Health Studies, University of South Africa, South Africaa r t i c l e i n f o
Article history:
Received 17 February 2015
Accepted 3 December 2015





Perception* Corresponding author. Department of Heal
E-mail address: monarlv@unisa.ac.za (L.V
Peer review under responsibility of Johanne
http://dx.doi.org/10.1016/j.hsag.2015.12.002
1025-9848/© 2016 The Authors. Publishing se
under the CC BY-NC-ND license (http://creaa b s t r a c t
Background: Although the female condom (FC) is viewed as an effective female controlled
barrier contraceptive device that can be used by women to prevent them from contracting
the Human Immunodeficiency Virus/Acquired Immune Deficiency Syndrome (HIV/AIDS),
other sexually transmitted infections (STIs) and unwanted or unintended pregnancy, the
perception and attitude of healthcare workers (HCW) plays a key role in its effective use
and distribution amongst women.
Objectives: To identify and examine factors that influences the perception and attitude of
HCWs towards the use and distribution FCs.
Method: A quantitative, explorative and descriptive design was used to conduct the study
based on the Health Belief Model (HBM) as a conceptual framework. A pre-tested ques-
tionnaire was utilised in June 2013 to collect data from a convenience sample of 164 HCWs
with a 100% return rate. Data was analysed using the Statistical Package for Social Sciences
(SPSS) version 13.0 and Statistical Analysis Systems (SAS) version 9.2.
Results: The results showed that 64.0% (n ¼ 105) of the respondents perceived unavailability
of FCs as contributing to lack of adequate use. Only 31.7% (n ¼ 52) [95% CI: 24.7e39.4] of
them reported to be using the FC. There was an association with increasing use of a FC with
age (Fischer's exact ¼ 0.05), marital status [Fischer's exact ¼ 0.037] and training [c2 ¼ 53.3;
p < 0.05]. The results revealed that lack of knowledge and training on the use of a FC might
prevent its effective use and distribution.
Conclusion: The results showed evidence that the FC was a safe method of contraception
and protection against STIs and that it empowers women to make decisions related to
sexuality. However, awareness campaigns, increased availability of FCs and training of
HCWs are essential to enhance positive perception and attitudinal change to reduce sexual
risks related infections and poor quality of life for women.
© 2016 The Authors. Publishing services by Elsevier B.V. on behalf of Johannesburg Uni-
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Young women aged between 15 and 24 years are eight times
more likely to be infected with HIV than men (Female
Condom, 2006:1; UNAIDS, 2010:12).). In Sub-Saharan Africa,
around 60% of those living with HIV are female, and the pro-
portion of women living with HIV has been increasing in the
last 10 years (Jones et al. 2009:70).The increased vulnerability
to transmission of HIV among women is influenced by a
number of social, economic, biological or anatomical political
factors. The practice of family planning (FP) assists in reducing
the rates of unintended pregnancies, maternal and child
mortality and of induced abortions. Using contraceptives has
been shown to promote a sense of autonomy among women
and to increase their ability tomake decisions in other areas of
their lives especially with regards to sexuality (Mahadeen,
Khalil, Hamdan-Mansour, Sato, & Imoto, 2012:568).
Condoms have played a decisive role in HIV prevention
efforts in many countries. Both male and FCs form a main
component of an overall comprehensive strategy to reduce
risks of sexual exposure to HIV. The FC has the potential to
decrease STI statistics, as the only female-initiated dual pro-
tection device that is believed to be effective in preventing
STIs, HIV and unintended pregnancy. Latex and polyurethane
type of FCs arematerials commonly used to create an effective
barrier method against the most common STIs, which in Sub-
Saharan Africa includes HIV. Currently, it has been noted that
the most widely used biomedical barrier intervention is the
male condom. It provides a barrier to HIV and if properly used
is effective to prevent transmission of infection. Both male
and FCs are available, but FCs are more expensive and
seeminglymore difficult to use (Barnett&Whiteside, 2006:46).
FCs offers a similar degree of protection from STIs as themale
latex condom, although the level of protection has not been
quantified or researched for each specific STI. For maximum
effect, the WHO (2011:8) emphasizes that any barrier method
for contraception or infection prevention must be used
correctly and consistently.
However, the male condom can only be used by a willing
male user and with the predominantly patriarchal culture in
Southern Africa and socioeconomic imbalances having most
of themen being breadwinners, leaves women in a vulnerable
state to insist on the use of a male condom. Therefore, the FC
seem to be an essential alternative to empower women to
make decisions in this regard (Female Condoms, 2011:1;
Mantell, Scheepers, & Karim, 2000:589).1.1. Problem statement
Perception, as defined by King (1981:24) cited in Ross and Cobb
(1990:24), is “a process of organizing, interpreting, and trans-
forming information from sense data and memory. It is a
process of human transactions with the environment.”
Perception in the context of this study about use and distri-
bution of FCs as environmental stimuli is a key operational
concept for HCWs. Although the FC seems to be a necessary
device for females to use in order to prevent HIV, STIs and
unwanted pregnancy, the main or primary distributers of the
condoms, who are the HCWs, seem to have a negativeperception towards use of the device. This perception seem to
be influenced by their past experience and history on its use
resulting in low usage and reluctance to promote it among
women. Although the use of the FC is reported by findings
from a study conducted by Aimee et al. (2011:329) as effective
in reducingwoman's risk of re-infection, with different strains
of HIV, and transmitting HIV or other STIs to their partners, it
however remains underutilized. Therefore, the perception of
the HCWs on the environmental stimuli which is about the
use and distribution of FC makes them have their own
disposition on the phenomena that influences their attitude
towards its use and distribution.
One of the main ways to gauge an individual's view of the
world is through attitude. The Chambers Paperback
Thesaurus (2012:51) records that attitude concerns how an
individual thinks, believes, views an object, makes conclu-
sions or expresses feelings of like or dislike of an object which
will ultimately influence resultant actions. Neilands and Choi
(2002:158) identified some negative attitude towards use of FC
to be due to lack of partner cooperation; mechanical problems
with device insertion and removal; lack of sexual communi-
cation; lack of access to the FC immediately prior to inter-
course and the high cost of FCs.
Therefore, an empirical investigation on perception and
attitude of HCWs towards the use of FCs was imperative in
order to identify contributory factors that need to be dealt
with to improve the quality of life for women.
1.2. Aim of the study
The aim of this study was to examine factors related to the
perception and attitude of HCWs towards the use of FCs as the
core distributors of the FCs.
1.3. Objectives of this study were to
To explore and describe factors that influences HCWs to
develop positive or negative perception and attitude towards
the use of a FC.2. Research design and method
2.1. Study context
The study was conducted at Bokamoso Hospital with 73.2%
(n ¼ 120) respondents, Extension 2 Clinic with 18.3% (n ¼ 30)
respondents and the Village Clinic with 8.5% (n ¼ 14) re-
spondents in Gaborone, Botswana. BokamosoHospital is a 200
bedded multidisciplinary hospital in the Kweneng District. It
is designed to cater for inpatients, outpatients and specialised
clinics. It has approximately 300 HCWs which include: doc-
tors; nurses, physiotherapists, occupational therapists and
other support staff. Extension 2 Clinic is a 24 h clinic which
has 3 consulting rooms and a 3 bedded emergency room with
a turnover of 300 patients. The Village Clinic is an 8 h clinic
with 2 consulting rooms and has a turnover of 50e60 patients.
The setting for the study was appropriate as most of the staff
members are involved in the distribution of contraceptives
including FCs.
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A quantitative, explorative and descriptive survey design was
used to conduct the study. The study population included all
male and female HCWs who had two years or more working
experience as a HCW, above 18 years of age and at different
levels of education. The convenience sampling method was
used to recruit an accessible sample of 164 respondents with a
return rate of 100%.
2.3. Development of the data collecting instrument
The desired information to construct the data collecting in-
strument was made possible through conducting a compre-
hensive literature review on the study construct. Previously
validated and reliable questionnaires used for studies similar
were reviewed and some items carefully selected. The degree
of formality in which questions were formatted was done
carefully with a permissive tone, suggesting that any of the
possible responses would be acceptable and that each item in
the questionnaire had a response set, which provided pa-
rameters within which the respondent could answer. The
response set was narrow and directed, with a list of alterna-
tives from which to select as closed-ended questions were
used.
The first section was about the biographical information of
the respondents. Secondly, the Likert scale, as a composite
measure of perception and attitude involving a summation of
scores on a set of items was used. This type of scale was used
in this research as HCWs had to express perception, attitude
or other responses in terms of the ordinal-level categories
such agree or disagree that were ranked in a continuum (De
Vos, Strydom, Fouche, & Delport, 2011:212). The data collec-
tion instrument was pre-tested and modifications done
accordingly, especially in terms of the sequencing of the
items.
2.4. Validity and reliability
Face, content and construct validity of the instrument were
ensured by seeking the input of the three experienced doctors
as distributors of FCs, statistician and that of the academics
who were experts on the study phenomena. Their input was
sought for to determine the readability and clarity of content.
Construct validity was ensured by conducting an extensive
literature review and consulting a variety of dictionaries and
discipline sources to provide conceptual and operational
definitions of all the key concepts of the construct. The
Cronbach's alpha (co-efficient alpha) reliability of the instru-
ment was done. Coefficient alpha is an index of internal
consistency to estimate the extent to which different items of
an instrument are reliably measuring the construct (Polit &
Beck, 2012:333). The Cronbach's alpha reliability results of
this study were 0.7 which indicated internal consistency.
2.5. Ethical considerations
Ethical clearance was obtained from the Research and Ethics
Committee of the Department of Health Studies at the Uni-
versity of South Africa. Permission to conduct the study wasobtained from themanagement of the hospital and the clinics.
A written, informed consent was obtained from the re-
spondents. Confidentiality, anonymity and privacy were
ensured by omitting respondents' names and contact details
on the questionnaire.
2.6. Data collection process
After permission was obtained, data were collected on site
using a structured questionnaire and the questionnaires were
administered to the HCWs by the researcher and two trained
volunteers over a period of one week in June 2013. Re-
spondents were informed briefly about the purpose of the
study and received guidance on how to complete the forms
anonymously, correctly and return them immediately. Each
self-reporting completed questionnaire was confidentially
placed in a secure separate folder from other questionnaires.
The same processwas followed at each study context until the
desired size was obtained.
2.7. Data analysis
The collected data were entered for analysis using the SSPS
program version 13.0 and SAS version 9.2 statistical software
packages (SAS software systems for windows, 2009). Statisti-
cal tests such as Fischer's exact, chi squarec2, descriptive and
inferential reasoning were utilised to calculate frequencies,
summarise the results and to draw conclusions.3. Research results
The major areas under which the results are presented in a
form of percentages are in relation to the socio demographic
data, FC use, perception and attitude of HCWs.
3.1. Socio-demographic data
Table 1 summarises the results related to the socio demo-
graphic data for the convenient sample (n ¼ 164) of the
HCWs in the order of their significance.
Only demographic variables of age, gender and marital
status evidenced a statistically significant association with
regard to the use of a FC.
Of the respondents, 1.2% (n ¼ 2) respondents were less
than 20 years, 29.3% (n ¼ 48) were aged between 21 and 30
years, most of them 40.9% (n ¼ 67) were aged between 31 and
40 years which was also the median age group, 20.7% (n ¼ 34)
were between the age of 41 and 50 and 7.9% (n ¼ 13) were 50
years and older. There was a trend and a significant associa-
tion towards increasing use of a FC with age (Fischer's
exact ¼ 0.051).
Of the respondents 31.7% (n ¼ 52) [95% CI 24.7e39.4] of the
respondents reported to be using the FC whilst 68.3% (n ¼ 112)
of the respondents reported that they had never used a FC as
illustrated in Fig. 1. This confirmed that most HCWs in the
study context had not used a FC. A study conducted by
Mantell, West, et al. (2011:66) concurs with this finding as out
of 78 healthcare providers only 9 providers, 11.5% comprising
of eight women and one man reported having used the FC. In
Table 1 e Socio-demographic characteristics.
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than male 42.7% (n ¼ 70) who completed the questionnaire as
illustrated in Table 1.
Out of the respondents, 31.7% (n ¼ 52) reported using the
FC, 38.5% of whom (n ¼ 20) were male while 61.5% (n ¼ 32)
were female. Out of the 68.3% (n ¼ 112) respondents that have
never used a FC, 44.6% (n ¼ 50) were male and 55.4% (n ¼ 62)
were female. There was a significant association between
gender and use of the FC as evidenced by a chi square result of
c2¼ 0.555with a p value of 0.454. Therefore, in this studymore
females used the device than men. According to a study
conducted by Mantell, West, et al. (2011:69), gender seemed to
influence providers' attitude about the use of a FC. Fig. 2.Half of the respondents were married 50.0% (n ¼ 82),
almost a third were single 33.5% (n ¼ 55), 7.3% (n ¼ 12) were
cohabiting, 3.7% (n ¼ 6) were separated or divorced and 5.5%
(n ¼ 9) were widowed. There was significant association
observed betweenmarital status and use of FC as identified by
Fischer's exact ¼ 0.037. However, in a study conducted by
Mbarushimana and Ntaganira (2013:16), more single re-
spondents had knowledge on the use of the FC than married
respondents which does not concur with the findings of this
study where more married people had higher rates of FC
knowledge and use.
Findings in this study also support the need for training of
HCWs to enhance translation of knowledge to actual positive
Fig. 2 e Gender and female condom use (n ¼ 164).
Fig. 3 e Training and the use of a female condom.
Fig. 1 e Female condom use (n ¼ 164).
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comes as the need is displayed in Fig. 3.
Of the trained 37 HCWs, 81% (n ¼ 30) had used the FC and
19% (n ¼ 7) had not used the FC and of the 126 respondents
who had not been trained on the use of a FC, 17% (n ¼ 22) had
used it while 83% (n¼ 104) had not used it. Therewas evidenceof a strong association between the training and the use of a
FC (c2 ¼ 53.3; p < 0.05). This result is supported by Brady,
Austrian, Geibel, Mwangi, and Sudha (2009:5) who alluded
that service providers need to be adequately trained so that
they can confidently demonstrate use of a FC to clients, pro-
vide accurate information, counselling and support for its use.
Most of the HCWs 93.9% (n ¼ 154) had not used a FC in the
past 3 months, 92.1% (n ¼ 151) had not used the FC in the past
6 months and a total of 90.9% (n ¼ 149) had used the FC in the
past 12 months. There is general evidence of underutilisation
of FCs based on this result.
Table 2 provides an exhibit of the perception of health care
workers with regard to the use of a FC.
The majority of the respondents 64% (n ¼ 104) disagreed
that the FC was readily available on the market as supported
by Peters, Jansen, and Van Driel (2012:124) who reported in
their findings that FCs are not readily available on the market.
Of the respondents 36.6% (n ¼ 60) disagreed that the FC was
not expensive.
Comparing the male condom and FC, 43.9% (n ¼ 72) of the
respondents were undecided while most of them 46.3%
(n ¼ 76) disagreed and majority of respondents were unde-
cided 57.5% (n ¼ 95) as to whether sex was more comfortable
with a FC while 33.5% (n ¼ 55) disagreed that sex was more
comfortable with a FC. In a study conducted by Choi and
Gregorich (2009:1e2) on social network influences on male
and female condom use among women, state that although
FC use can reduce the risk if HIV infections, but most women
are comfortable with male condom use if used correctly and
consistently for comfort, pleasure and prevention of sexual
transmission of HIV.
Most of the respondents 60.4% (n ¼ 99) agreed that using
the FC does not interrupt the sexual act while 34.8% (n ¼ 57)
were undecided. On the item of comparing the material of the
FC if it was more durable than the male condom, 69.5%
(n ¼ 114) were undecided while 20.7% (n ¼ 34) disagreed and
only 9.7% (n ¼ 16) agreed that it was durable.
Themajority of the respondents 46.3% (n¼ 76) agree, 31.7%
(n ¼ 52) were undecided and 25.9% (n ¼ 36) disagreed that the
level of education influences perceptions on the use of a FC.
Most of the respondents 84.8% (n ¼ 139) agreed that counsel-
ling sessions with women would help influence their choice
with regards to the use of a FC, 12.8% (n ¼ 21) were undecided
and 2.4% (n ¼ 4) were disagreeing. According to Holt et al.
(2013:2), several health care providers reported support for
FCs owing to the belief that counselling women on the use of
FCs gives them choice and control over their sexuality.
It is worthy to note that the attitude of HCWs can mediate
as an intervention to promote use of a FC or discourage po-
tential users of the device to protect themselves as evidenced
on Table 3.
Most of the respondents 92.1% (n ¼ 151) agreed, and 6.1%
(n ¼ 10) were undecided that the FC was a safe method of
contraception against HIV/STI. However, the respondents
showed a positive attitude towards use of a FC for protection
against pregnancy as 95.8% (n ¼ 157) agreed. The majority of
respondents 74.7% (n ¼ 121) agreed, 19.1% (n ¼ 31) were un-
decided and 6.2% (n ¼ 10) disagreed that the FC empowered
women to make decisions. Most respondents 77.9% (n ¼ 127)
disagreed that clients prefer the FC over the male condom as
Table 2 e Perceptions of health care workers with regards to the use of a FC.








Female condoms are readily available on the market 21.3 (35) 14.6 (24) 64.0 (105) 164
Female condoms are not expensive 31.1 (51) 31.7 (52) 36.6 (60) 163
Female condoms are easy to insert 17.7.(29) 45.1 (74) 35.9 (59) 162
Female condoms are more easy to use than the male condoms (8.5).(14) 43.9 (72) 46.3 (76) 162
Sex is more comfortable with a female condom than a male condom 8.5.(14) 57.5 (95) 33.5 (55) 164
Sex is enjoyable with a female condom 14.6 (24) 61.0 (100) 24.4 (40) 164
Using a female condom does not interrupt the sexual act 60.4 (99) 34.8 (57) 4.8 (8) 164
Female condoms are well lubricated 45.1 (74) 51.2 (84) 2.4 (4) 162
Thematerial of a female condom is stronger and durable than that of a male condom 9.7 (16) 69.5 (114) 20.7 (34) 164
My partner cooperates with me with regards to the use of the female condom 48.2 (79) 39.0 (64) 12.8 (21) 164
Women are at more risk to contract sexually transmitted infections than men 43.9 (72) 47.6 (78) 8.5 (14) 164
Level of education influences perceptions on use of the female condom 46.3(76) 31.7(52) 25.9 (36) 164
Counselling sessions with women will help influence their choice with regards
to the use of the female condom
84.8 (139) 12.8 (21) 2.4 (4) 164
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that says that FC use is very low, with an estimated Condom
Prevalence Rate of 0.1% against over 10% for male condoms
(Botswana Ministry of Health, 2012:16). The majority of the
respondents agreed 73.6% (n ¼ 120) and 4.9% (n ¼ 8) disagreed
that they would recommend the use of the FC to their clients
while 21.5% (n ¼ 35) were undecided. The study revealed that
approximately half the respondents 58.3% (n ¼ 95) would
break the silence and talk about appropriate sexual behaviour
for women.
However, the findings highlighted a number of general is-
sues that have a bearing on how HCWs are influenced to
promote use and distribution of FCs.
Of the respondents 89.6% (n ¼ 146) agreed that HCWs have
the potential to influence positive use of the FC, 95.1%
(n ¼ 155) agreed that HCWs needed to be empowered with
knowledge about the FC use. Of the respondents, 54.6%
(n ¼ 89) agreed and 5.5% (n ¼ 9) disagreed that more funding
should be made available to increase the number of FCs in the
market while 39.9% (n ¼ 65) were undecided. Most of the re-
spondents 82.2% (n ¼ 134) agreed that the media should be
used to teach the public about FCs.
Out of 164 respondents 95.7% (n¼ 157) agreed that the level
of knowledge about the FC influences HCWs with regards toTable 3 e General attitude of health care workers towards the
General attitude of health care workers towards the use of a fem
Is a safe method of contraception against sexually transmitted infection
It can be used or protection against pregnancy
Empowers women to make decisions on sex matters
Helps women to have control over their bodies
Improves communication between sex partners
Health care workers have no judgemental attitude towards users of fema
Most clients prefer the female condom over the male condom
I recommend the use of a female condom to my clients
Women more eager to use female condoms than men
Health care workers break silence and talk about appropriate sexual behav
There are strategies to be put in place to educate women about itits use which concurs with the result of the number of HCWs
that are trained as displayed in Fig. 3 and the evident low use
of the device.
3.2. Discussion
The use of the FC according to Aimee et al. (2011:338) corre-
lates positively with the use of a male condom. However in
this study, FC was noted as the only FP method that is
controlled by females themselves as a barrier method for dual
protection against HIV/STI infections and unwanted preg-
nancy. Gender inequities in sexual relationships due to
dominating male power, often limit women from taking
control on decisions related to sexuality and accounts for
much of the spread of HIV and STIs (Shai, Jewkes, Nduna, &
Dunkle 2012).
Although use of a FC is regarded as a safe method, Peters
et al. (2012:120) argue that FCs are far less accepted and
accessible, and have remained expensive and highly under-
funded and consequently, most women and girls in sub-
Saharan Africa lack access to it. The evidenced low usage of
a FC seem to influence the knowledge about its quality and
value to reduce high sexually risk related infections. Shai et al.









92.1 (151) 6.1 (10) 1.8 (3) 164
95.8 (157) 4.3 (7) 0 164
74.7121 19.1 (31) 6.2 (10) 162
55.5 (90) 34.6 (56) 9.9 (16) 162
39.8 (64) 32.9 (53) 27.4 (44) 161
le condoms 35.6 (58) 23.9 (39) 40.5 (66) 163
6.2 (10) 16.0 (26) 77.9 (127) 163
73.6 (120) 21.5 (35) 4.9 (8) 163
28.8 (47) 47.9 (78) 23.3 (38) 163
iour for women 58.3 (95) 30.7 (50) 11.1 (18) 163
34.2 (56) 39.3 (64) 26.4 (43) 163
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available and less costly for HIV prevention.
Women are those whose quality of health is most affected
by HIV/AIDS and STIs which has implications on the health
outcomes for their children, especially the under-five. An in-
formation brochure was developed from the results of this
study on FC use to provide guidance on how to empower the
HCWs to demystify the negative myths about its use, so that
they may advocate for the vigorous distribution and its use.
The information brochure is an educational tool, which
will aid HCWs during campaigns to train and empower pa-
tients on the advantages, technique of insertion and use of a
FC. Such material should be readily available in areas that are
easily accessible to sexually active clients, especially hospital
and clinic consultation rooms, waiting areas and shops that
sell contraceptive devices.
However, understanding the factors that influence HCWs
perception and attitude related to FC use is valuable for
explaining why there is such low usage of the FC device (Shai
et al. 2012:1).
Healthcare providers according to Warren and Philpott
(2003:137), and perhaps more importantly peer educators
and outreach workers, ought to develop an expertise in
answering queries about sexuality, female anatomy as well as
specific issues about the use of a FC. Challenges related to
initial use of a FC need to be addressed because HCWs can be
uncomfortable about recommending products with which
they are not familiar with. Some key elements of the HBM
provide a way to understand and predict how HCWs will
behave in relation to their health along with that of their cli-
ents. The model is firstly based on the understanding that
individuals engage in health related behaviour such as use of a
FC if they are convinced that a negative health condition such
as HIV/AIDS can be avoided. Secondly, if they perceive that
they can successfully take a recommended health action such
as use of a FC comfortably and with confidence (Hayden,
2009:31e32). Hence, training of HCWs is paramount in pro-
moting use of FCs. FCs can provide dual protection depending
on the way in which information and counselling services are
effectively provided. With the high rates of HIV/AIDS globally
and particularly in Sub-Saharan Africa and at the study
context, HCWs play a key role in educating women, who are
the higher consumers of FP services. Training on condom
skills and benefits of various methods of FP, particularly the
use of FC, as well as in distributing them so that they may
prevent HIV/AIDS and other STIs from spreading are of para-
mount importance (Aimee et al. 2011:330).
With regards to perception of HCWs towards the use of a
FC, it is interesting to note that most of the respondents were
undecided in their responses which may be because most of
them had not used a FC before or had used it few times as
evidenced on Table 2. However, there are still some issues that
need to be attended to by the relevant authorities, Health
Ministries and health organisations to enhance the use and
distribution of FCs for improving the quality of life for women.
3.3. Limitations
Limitations are those theoretical and methodological re-
strictions or weaknesses in a study that may decrease thegeneralizability of the results (Burns & Grove, 2013:598, 699).
The study was limited to one geographical area, three non-
randomly selected study settings which poses a limitation on
the scope of this study and generalization of results because of
the small sample size. The use of a convenience sample to re-
cruit participants threatened the internal validity. Due to a lack
of randomisation processes, the representation of the popula-
tion was limited. The sample was largely women which could
have led to desirability bias to support the research hypothesis.4. Implications
The following implications based on the findings are notable
pertaining to the use and distribution of FCs in terms of edu-
cation, public health and further research.
4.1. Education related implications
Media awareness campaigns are recommended to target
specific groups of people such as women, teenage girls as well
as men. In-service workshops ought to be held for HCWs and
the public to demonstrate the insertion techniques and op-
portunities to practice inserting a FC. Counsel should be pro-
vided to government policy-makers, programmers or strategic
planners and healthcare clinical practitioners about the need
for their strategic involvement and input. Education on the
use of a FC needs to be further expanded to all health pro-
fessionals who attend to patients such as doctors, nurses,
pharmacists and staff at rehabilitation centres. They will
assist in effectively conducting health education talks and
distribution of the FC and other forms of contraception to
patients and the general public. The training curriculum of
HCWs should evidence teaching and assessment on content
related to the use of FCs.
4.2. Public health implications
Availability of the FC in all healthcare centres as well as public
places where the general public can access them such as
public toilets is recommended. The Department of Health and
local authorities should distribute pamphlets or brochures
that have information about the use of a FC in English as well
as other local languages. Use of simple, well written brochures
on the phenomena will provide readily available information
to those visiting the health centers.
4.3. Further research implications
Similar but larger qualitative and quantitative studies may be
conducted or replicated in other parts of Botswana or beyond
as on the effective use of a FC as well as contraception as a
whole to combat spread of HIV/STIs and prevention of un-
wanted pregnancy.
4.4. Concluding remark
Most respondents in this study concurred with the notion
that a FC can be used for prevention of pregnancy, spread of
HIV/AIDS and STIs. Therefore, educating and training the
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This was illustrated by more HCWs, 81% (n ¼ 30) who had
been trained on the FC actually using the FC, hence becoming
better advocates for its use. The results of this study do
support the research hypothesis that a positive attitude and
perception of HCWs about the use and distribution of FCs
would significantly determine effective use and distribution
of FCs.5. Conclusion
Given the current challenges that the medical field and re-
searchers has to discover an effective vaccine against HIV/
STs, a female controlled method for dual protection against
the stated infections and unwanted pregnancy seems to be
promising. Although perception and attitude change is
important for effective use and distribution of FCs, other fac-
tors such as availability, training and cost implications have
an notable impact. The timing of this study is good to
encourage all the stakeholders such as managers of the ser-
vices, researchers, service providers, pharmaceutical com-
panies and male partners to promote interest on the
sustainable use of a FC.Author contributions
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